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MORBIDITY AND MORTALITY WEEKLY REPORT Notices to Readers 


Multistate Outbreak of Listeriosis — United States, 1998 


Since early August 1998, 40 illnesses caused by a single strain of Listeria mono- 
cytogenes (LM) have been identified in 10 states: Ohio (13 cases); New York (12); 
Tennessee, Massachusetts, and West Virginia (three each); Michigan (two); and Con- 
necticut, Oregon, Vermont, and Georgia (one each). Dates of illness onset or LM isola- 
tion ranged from August 2 through December 2. All LM isolates from these cases are 
serotype 4b and share an unusual pattern when subtyped either by pulsed-field gel 
electrophoresis or by ribotyping methods. Historically, this pattern is rare among LM 
isolates from humans. 

Among 38 patients for whom demographic data are available, six were newborns 
and 32 were adults (median age: 69 years; range: 18-88 years); 55% of patients were 
fernale. Four deaths occurred, including one fetus and three elderly persons. 

In collaboration with CDC, health departments in Connecticut, New York, Ohio, and 
Tennessee conducted a multistate case-control study comparing 4-week food histo- 
ries of 20 patients infected with the outbreak strain with those of 20 control patients 
infected with other LM strains. Sixteen (89%) of 18 cases but only six (32%) of 19 con- 
trols consumed cooked hot dogs during the month before illness onset (odds 
ratio=17.3; 95% confidence interval=2.4—160.0; p<0.01). On December 19, the outbreak 
strain of LM was isolated from an open package of hot dogs. These hot dogs had been 
eaten by a patient 4 weeks before onset of listeriosis caused by the outbreak strain. 

On December 22, the manufacturer, Bil Mar Foods, voluntarily recalled specific pro- 
duction lots of hot dogs and other meat products that might be contaminated. The 
affected products bear the establishment numbers EST P261 or EST 6911 and include 
the Ball Park, Bil Mar, Bryan Bunsize and Bryan 3-lb Club Pack, Grillmaster, Hygrade, 
Mr. Turkey, Sara Lee Deli Meat, and Sara Lee Home Roast brands. The establishment 
number appears on the outer edge of all packages. Packages for the above brand 
names that carry any other establishment numbers are not affected by the recall. 

An investigation by CDC is ongoing with local and state health departments. Recent 
cases of listeriosis should be reported to CDC through state and local health depart- 
ments. Consumers should return recalled product to the point of purchase. 


Reported by: Local and state health depts. Foodborne and Diarrheal Diseases Br, Div of Bacterial 
and Mycotic Diseases, National Center for Infectious Diseases, CDC. 
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Editorial Note: The general guidelines for preventing listeriosis are similar to those for 
preventing other foodborne illnesses, such as salmonellosis. The general recommen- 
dations are 


Cook thoroughly raw food from animal sources (e.g., beef, pork, or poultry). 
Wash raw vegetables thoroughly before eating. 


Keep uncooked meats separate from vegetables and from cooked foods and ready- 
to-eat foods. 


Avoid raw (unpasteurized) milk or foods made from raw milk. 
Wash hands, knives, and cutting boards after each handling of uncooked foods. 


In addition, persons at high risk for complications from listeriosis (i.e., pregnant 
women and immunocompromised persons) should 


e Avoid soft cheeses (i.e., feta, Brie, Camembert, blue-veined, and Mexican-style 
cheese). Hard cheeses, processed cheeses, cream cheese, cottage cheese, or 
yogurt need not be avoided. 


Cook leftover foods or ready-to-eat foods (e.g., hot dogs) until steaming hot. 


Although the risk for listeriosis associated with foods from deli counters is low, 
pregnant women and immunocompromised persons may choose to avoid these 
foods or thoroughly reheat cold cuts before eating. 


HIV Testing Among Populations at Risk for HIV Infection — 
Nine States, November 1995—December 1996 


Extending acquired immunodeficiency syndrome (AIDS) case surveillance systems 
to include confidential (name-based) reporting of human immunodeficiency virus 
(HIV) infections provides data representing recent HIV transmission patterns (7). 
These data may improve the ability of public health agencies to plan and evaluate HIV 
prevention and treatment services. Thirty-two states conduct name-based HIV infec- 
tion case surveillance as an extension of AIDS case surveillance (2 ), and such surveil- 
lance is being considered in other states. Some community representatives and public 
health officials, however, are concerned that HIV infection surveillance may deter 
some at-risk persons from seeking HIV testing. This report describes the results of a 
survey conducted to assess deterrents to HIV testing in populations at risk for HIV 
infection during 1995 and 1996. The findings indicate that in these populations knowl- 
edge of state HIV reporting policies was low, and fear of a positive HIV test result and 
a lack of perceived risk for HIV infection were the most common deterrents to testing 
in all risk groups. However, untested men who have sex with men (MSM) who resided 
in states with name-based reporting cited concerns about reporting as a reason 
they had not tested more often than untested MSM in states without name-based 
reporting. 
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The HIV Testing Survey (HITS) was a cross-sectional study conducted among per- 
sons at risk for HIV infection in nine states with different HIV reporting policies.* MSM 
were recruited from gay bars; injecting-drug users (IDUs), through street outreach; 
and sexually active heterosexuals, through sexually transmitted disease clinics. The 
study was designed to recruit approximately equal numbers of persons from each of 
these populations in all states. Using an anonymous structured questionnaire, trained 
nterviewers from health departments and community-based organizations assessed 
participants’ knowledge of state HIV reporting laws, self-reported HIV testing history, 
and reasons for delaying testing or not being tested. 

During December 1995-November 1996, 2570 eligible participants were inter- 
viewed. Of these, 200 (7.8%) reported being HIV infected and were excluded from this 
analysis. Of the remaining 2370 HIV-negative or untested persons, 1810 (76%) had 
been tested for HIV at least once. The proportion of persons who had been tested for 
HIV differed by risk group: 582 (68%) of 851 heterosexuals, 596 (79%) of 750 MSM, and 
532 (82%) of 769 IDUs had been tested. Testing rates were the same for men and 
women (76% of 1774 men and 592 women); similar for non-Hispanic blacks (76% of 
934), non-Hispanic whites (76% of 873), and Hispanics (75% of 444); and differed sig- 
nificantly by age group (persons aged 18-24 years were less likely to have been tested 
68%] than persons in older age groups [range: 76%-81%)). 

Most of the respondents stated that they did not know whether persons with HIV 
nfection were reported to the health department by name: 60% in name-based report- 
ng states, 60% in unique identifier (Ul)-based reporting states, and 66% in nonreport- 
ng states. Only a small proportion of respondents knew their state’s HIV reporting 
dolicy: 19% in states with name-based reporting, 12% in states with Ul-based report- 
ng, and 11% in states with neither name-based or Ul-based reporting. 

Respondents were asked about the likelihood of being tested for HIV infection dur- 
ng the next 12 months according to several scenarios. Overall, 84% of respondents 
stated that they were likely to get tested during the next year if they could be tested 
anonymously and no results were reported to the health department. Respondents 
were then asked their likelihood of seeking testing during the next 12 months if no 
anonymous testing was available and various HIV case reporting scenarios existed: 
no HIV reporting, 72%; Ul-based HIV reporting, 73%; and name-based HIV reporting, 
61%. 

Respondents were asked to indicate whether each of 17 factors had contributed to 
not being tested (556 respondents) or to delaying testing (1810 respondents) and 
which of these was the main factor (Table 1). The main factors for not being tested or 
delaying testing were fear of learning they were HIV-positive (25% and 23%, respec- 
tively); thinking they were unlikely to have been exposed to HIV (18% and 10%); think- 
ing that they were HIV-negative (13% and 11%); not wanting to think about the 
possibility of being HIV-positive (8% and 9%); and thinking there was little they could 
do about being HIV-positive (6% and 4%). Among persons who had not been tested, a 
concern about having one’s name reported to the government was cited as one of the 
factors for not testing for 19% and was the main factor for 2% (Table 1). Concern about 


*Name-based HIV case surveillance was conducted in Arizona, Colorado, Mississippi, Missouri, 
and North Carolina (patient names are not reported to CDC); unique identifier (Ul)-based HIV 
case surveillance was conducted in Maryland and Texas; neither name-based nor Ul-based 
HIV case surveillance was conducted in New Mexico and Oregon during the study period. All 
states except Mississippi offered publicly funded anonymous HIV testing and counseling. 
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reporting was the main factor for not testing for 4% of untested MSM, 1% of untested 
IDUs, 1% of untested heterosexuals, 3% of untested non-Hispanic whites, <1% of un- 
tested non-Hispanic blacks, and 3% of untested Hispanics. Among persons who had 
been tested, the proportions of these subgroups citing concern about reporting as the 
main factor for delaying testing were similar (<4%). 

Among the 556 untested persons, concern about name-based reporting was strati- 
fied by state HIV reporting policy (Table 2). A higher proportion of MSM in states with 
name-based reporting than in states without name-based reporting cited concern 
about having their name reported to the government as a factor for not testing (35% 
compared with 11%; p<0.01), but there was no difference in the frequency of concern 
about reporting as the main factor for not testing (3% compared with 7%, p=0.4). 
Reported by: FM Hecht, MD, AB Bindman, MD, D Osmond, PhD, K Vranizan, MA, S Colman, 
PhD, D Keane, MPH, MA Chesney, PhD, Univ of California, San Francisco. AL Reingold, MD, 
Univ of California, Berkeley. Div of HIV/AIDS Prevention-Surveillance and Epidemiology, 
National Center for HIV, STD, and TB Prevention, CDC. 

Editorial Note: The findings in this report indicate that, although the proportion of 
respondents that had been tested was high (76%), most reported at least some delay 
before getting tested. Fear of learning that one is infected with HIV and the belief that 
one is unlikely to have been exposed to HIV were cited most frequently as factors for 
delaying testing or not testing. Reducing fear and increasing knowledge about HIV risk 
present ongoing challenges to designing effective prevention programs. 

TABLE 2. Frequency of concern about having one’s name reported to the government 
as a factor for not testing for HIV infection, by state HIV reporting policy — HIV Testing 
Survey,* December 1995-November 1996 





Named Non-namedt 
Characteristics No. (%) No. (%) p value! 


Men who have sex 

with men 107 44 

A factor 38 (35) 5 (11) 

Main factor 3 ( 3) 3 ( 7) 0.4 
Keterosexual 92 

A factor 22 (13) 14 (15) 0.5 

Main factor 3 ( 2) 1 ( 1) 1 
Injecting-drug user 66 70 

A factor 14 (21) 10 (14) 0.3 

Main factor 2 ( 3) 0 ( 0) 0.2 
Total 350 206 

A factor 74 (21) 29 (14) 0.05 

Main factor 8 ( 2) 4 ( 2) 1 














*'Name-based HIV case surveillance was conducted in Arizona, Colorado, Mississippi, Missouri, 
and North Carolina (patient names are not reported to CDC); unique identifier (UI)-based HIV 
case surveillance was conducted in Maryland and Texas; neither name-based nor Ul-based 
HIV case surveillance was conducted in New Mexico and Oregon during the study period. 

TUl-based reporting was implemented during the year preceding the study in Maryland and 
Texas; 67% of tested respondents in these states had been tested at least once before this 
policy change. Because of the state reporting policy changes and to avoid small cell sizes in 
the analysis restricted to the minority of respondents who had never been tested, Ul-based 
reporting and nonreporting states were combined in the non-named reporting category. 

5Fisher's exact test. 

'The totals are based on unweighted data from all participants included in this analysis; data 


do not represent the general population or a weighted average of populations at increased 
risk for HIV infection. 
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Although concern about having one’s name reported to the government was a less 
commonly cited factor for not testing or delaying testing for HIV infection, the findings 
suggest that state HIV reporting policies may deter or delay some persons, particu- 
larly MSM, from being tested. The effect of HIV-infection reporting policies on actual 
testing may be limited because in this study most respondents did not know their 
state’s HIV reporting policy and because the implementation of name-based HIV 
reporting policies also does not appear to have a significant effect on use of publicly 
funded counseling and testing programs (3). However, any potential deterrent effect 
on HIV testing among MSM or other at-risk populations (e.g., racial/ethnic minorities) 
is important. The findings in this report support the importance of addressing privacy 
concerns both in states that are considering implementing name-based HIV reporting 
and in states that already have adopted such policies. CDC and the Council of State 
and Territorial Epidemiologists are promoting development of model privacy statutes, 
which will strengthen current state confidentiality protections. In addition, CDC 
requires standardized security measures for all recipients of CDC HIV/AIDS surveil- 
lance funds and continues to provide technical assistance to all states to monitor the 
effect of changes in HIV testing and reporting policies on testing behaviors. 

In this study, respondents reported they would be more likely to seek future testing 
if an anonymous HIV test option were available. Persons who recognize their risk, seek 
early HIV testing, and receive counseling can modify their behavior to reduce HIV 
transmission and seek medical care and other services that promote health and im- 
prove survival. Maintaining access to anonymous HIV testing is an important option 
for some persons at high risk for HIV infection (4), and CDC strongly recommends that 
all states provide publicly funded anonymous HIV testing and counseling. 

The findings in this report are subject to at least four limitations. First, the study 
was not population-based; it was designed to enroll equal proportions of each of three 
groups recruited from specific venues and it may not represent all at-risk populations 
or their distribution in the general population. Second, findings from the nine states 
included in the survey may not be generalizable to all other states. Third, stated inten- 
tions by respondents in this survey may not reflect actual behaviors in obtaining test- 
ing for HIV infection. Finally, the beneficial effects of recently available therapies (5,6 ) 
or increased knowledge about state HIV reporting policies (7) may alter current test- 
seeking behavior. 

HITS and related studies and analyses (3,4,8-10) were conducted to enhance the 
scientific basis for public health policy on HIV case surveillance. To monitor the effect 
of changes in HIV reporting policies on HIV testing behaviors, studies similar to HITS 
will be conducted in additional states. CDC will continue to provide technical assis- 
tance to state and local health departments so that they, in collaboration with public 
health organizations, health-care providers, and representatives of affected communi- 
ties, can adopt effective HIV/AIDS surveillance practices that continue to protect confi- 
dentiality and permit an effective public health response to the epidemic. 
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Haff Disease Associated with Eating Buffalo Fish — 
United States, 1997 


Haff disease is a syndrome of unexplained rhabdomyolysis following consumption 
of certain types of fish; it is caused by an unidentified toxin. Rhabdomyolysis is a 
clinical syndrome caused by injury to skeletal muscle that results in release of muscle 
cell contents into the circulation (7). In 1997, six cases of Haff disease were identified 
in the United States (four in California and two in Missouri) among persons who ate 
ouffalo fish (/ctiobus cyprinellus), a bottom-feeding species found mostly in the Mis- 


sissippi River or its tributaries. This report summarizes the investigation of these 
cases. 


Los Angeles County, California 

Patients 1 and 2. On March 8, two Ukrainian sisters (patients 1 and 2), aged 70 and 
73 years, respectively, and the husband of patient 2 (aged 75 years) ate fried buffalo 
fish. Eight hours after the meal, patient 1 experienced neck pain followed by stiffness 
n her arms. On arrival, emergency medical technicians noted both women were rigid, 
unable to move, and extremely sensitive even to light touch. On evaluation at a local 
hospital, the serum creatine kinase (CK) of patients 1 and 2 were 25,000 IU/L and 
9454 IU/L, respectively (normal: <120 IU/L); the muscle/brain (MB)-fraction at the peak 
of the CK was 2.7% and 0.5% (normal: <5%). Patient 1 was treated with intravenous 
nydration and bicarbonate. Patient 2, who had a history of angina pectoris, also com- 
plained of chest pain. During hospitalization, an angiogram revealed occlusion of a 
coronary artery requiring dilatation. She was treated with nitrates and coumadin. The 
man did not become ill. Both sisters recovered. Main sequelae were newly diagnosed 
nypertension (patient 1) and diminished muscular strength (patient 2). 

Patient 3. On March 9, a husband and wife (both aged 33 years) from Ukraine ate 
fried buffalo fish purchased from the same market where patients 1 and 2 purchased 
their fish. Eight hours after the meal, the husband experienced left-sided chest pain 
that radiated to his left arm and increased with deep inspiration. He was admitted to 
the same hospital as patients 1 and 2. A comprehensive cardiovascular examination 
did not reveal abnormalities except an elevated CK (4140 IU/L) with a CK-MB of 1.4% 
at the peak of the CK. He reported no history of angina pectoris and had not smoked 
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for 2 years. He did not receive any special treatment. Following discharge, the patient 
has reported occasional chest pain that he had not noticed before this episode. His 
wife did not become ill. 


St. Louis, Missouri 

Patients 4 and 5. On June 8, a Ukrainian husband and wife (aged 66 and 58 years, 
respectively) ate a dish consisting of ground buffalo fish and carp. One hour later, the 
wife vomited. Six hours after the meal, they developed generalized body aches and 
muscle stiffness. On evaluation at a local hospital, the CK of patients 4 and 5 exceeded 
17,700 IU/L, and the CK-MB were 4.8% and 4.5%, respectively. The husband had se- 
vere pain on inspiration, resulting in respiratory insufficiency requiring assisted venti- 
lation. His wife was treated with intravenous fluids and mannitol. Following the acute 
episode, the husband complained of more frequent headaches, and his wife contin- 
ued to experience tearing eyes, easy fatigability, and pruritus after eating seafood. 


Bakersfield, California 

Patient 6. On August 8, an 87-year-old U.S.-born man vomited 30 minutes after 
eating one third of a fried buffalo fish. Twenty-one hours later, he awoke with extreme 
stiffness and generalized muscle tenderness. At a local emergency department, his CK 
was 2226 IU/L with a CK-MB of 2.1%. The patient was treated with intravenous fluids 
and analgesics. Following this episode, the patient suffered 6 months of muscle weak- 
ness, primarily in his legs. 


Follow-Up Investigations 

The origin of the buffalo fish eaten by patients 1, 2,3, and 6 was traced to the same 
wholesaler in Louisiana who receives fish from approximately 25 fishermen who fish 
rivers in Louisiana. The fish for patients 4 and 5 were caught within a 100-mile radius 
of St. Louis, Missouri. The Food and Drug Administration is attempting to identify a 
toxin from recovered fish samples. The case histories suggest that the toxin is heat 
stable; no particular mode of preparation seems to increase risk for disease. 
Reported by: K Kloss, MD, DePaul Health Center; L Feltmann, St. Louis County Health Dept, 
St. Louis; D Dodson, HD Donnell, Jr, MD, State Epidemiologist, Missouri Dept of Health. S Ey- 
herabide, Mercy Healthcare, BA Jinadu, MD, Kern County Dept of Public Health, Bakersfield; 
AK Parikh, MD, Cedar Sinai Medicai Center; M Tormey, MPH, L Mascola, MD, Los Angeles 
County Dept of Health Svcs, Los Angeles; GC Lawrence, Food and Drug Br, B Werner, MD, 
S Waterman, MD, State Epidemiologist, California State Dept of Health Svcs. RW Dickey, PhD, 
Food and Drug Administration, Dauphin Island, Alabama. N Sass, PhD, M Robi, DVM, Div of 
Toxicological Research, Food and Drug Administration, Laurel, Maryland. S Musser, PhD, 
Instrumentation and Biophysics Br, Food and Drug Administration, Washington, DC. D Altwein, 
PhD, Seattle District Laboratory, Seattle; J Hungerford, PhD, L Leja, Seafood Products Research 
Center, Food and Drug Administration, Bothell, Washington. E Mouzin, MD, Pasteur Institute, 
Paris, France. Foodborne and Diarrheal Diseases Br, Div of Bacterial and Mycotic Diseases, 
National Center for Infectious Diseases; Div of Applied Public Health Training, Epidemiology 
Program Office; and an EIS Officer, CDC. 
Editorial Note: During the 1920s, the name “Haff disease” was given to an illness char- 
acterized by severe muscle pain and stiffness that affected approximately 1000 per- 
sons living along the Koenigsberg Haff, a brackish inlet of the Baltic Sea (7). 
Subsequent similar outbreaks were identified in Sweden and the former Soviet Union 
(2-4). Altnough the etiology was not determined, epidemiologic investigations linked 
illness to ingestion of fish, especially burbot. 
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The first reported case of Haff disease in the United States occurred in Texas in 
1984 (M. Tormey, Los Angeles Department of Health Services, personal communica- 
tion, 1997); five additional cases were reported in California during 1984-1986. All U.S. 
cases have been associated with eating buffalo fish. 

Haff disease typically presents as a paroxysm of rhabdomyolysis, with accompany- 
ing muscle tenderness, rigidity, and dark brown urine. However, as in patient 3, milder 
presentations also occur. Although the median incubation period for the patients in 
this report was 8 hours (range: 6-21 hours), symptoms generally appear approxi- 
mately 18 hours after eating fish. 

Laboratory features of Haff disease include a markedly elevated CK level with an 
MB fraction of <5%. Levels of other muscle enzymes (e.g., lactate dehydrogenase, glu- 
tamate oxalate transaminase, and glutamate pyruvate transaminase) also are ele- 
vated. Myoglobinuria is often mistaken for gross hematuria (5). Diagnosis is based on 
a compatible clinical history. 

Treatment is supportive and consists of administering large volumes of fluid early 
in the course of illness to prevent myoglobin toxicity to the renal tubules (5). Possible 
complications include electrolyte disturbances, renal failure, and disseminated intra- 
vascular coagulation. Symptoms usually resolve within 2-3 days. Historically, the 
case-fatality rate is approximately 1% (7). 

Clinicians and public health practitioners are encountering an increasing variety of 
foodborne illnesses, in part because of a diversification of food preparation and eating 
habits. International travelers, members of ethnic groups with unique cuisines, and 
consumers of both imported and domestic specialty food items may be at risk for 
foodborne illnesses that are rare or have not been reported previously in the United 
States. Clinicians should be aware of food exposures that pose a risk to their patients 
and routinely obtain food histories, even from those patients whose illness may not 
appear to be food-related. 

Physicians who identify or suspect cases of Haff disease, based on the clinical pres- 
entation, laboratory parameters, and food history, should report them to public health 
authorities for initiation of traceback and recall of implicated food items. State health 
departments are requested to report to the Foodborne and Diarrheal Diseases Branch, 
Division of Bacterial and Mycotic Diseases, National Center for Infectious Diseases, 
CDC, telephone (404) 639-2206. 
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influenza Vaccination Status of Persons Aged 65-79 Years — 
Allegheny County, Pennsylvania, February-March 1997 


Because influenza disproportionately affects persons aged 265 years arid persons 
who have chronic medical conditions, the Advisory Committee on Immunization Prac- 
tices recommends annual influenza vaccination for persons in this age group and for 
all adults who have conditions that increase their likelihood of serious outcomes of 
influenza (7). Although no local surveys exist that routinely provide direct estimates 
of influenza vaccine use at the county level, Medicare claims for the 1996-97 influenza 
season indicated that 36% of Allegheny County, Pennsylvania (1990 population: 
184,449), Medicare beneficiaries aged >65 years had Medicare claims submitted for 
reimbursement for influenza vaccine (2). However, other Medicare beneficiaries may 
receive influenza vaccine but do not have claims filed for reimbursement. To estimate 
the prevalence of influenza vaccination, assess barriers to influenza vaccine use in the 
county, and to evaluate Medicare claims as a measure of vaccination use, the Allegh- 
eny County Health Department (ACHD) conducted a telephone survey of residents 
aged 65-79 years during February-March 1997. This report summarizes the find- 
ings from this survey, which indicate that 75% of adults in this age group reported 
receiving influenza vaccination during the 1996-97 influenza season, primarily in phy- 
sician’s offices, in comparison with the 36% of Medicare claims submitted. 

A stratified, random sample of 500 residents aged 65-79 years was obtained from 
the 1994 voter registration list for Allegheny County. The list provided data on age, 
sex, race/ethnicity, and address but did not include household telephone numbers. A 
sample size of 128 persons was estimated to provide 80% power and a 5% level of 
significance for detecting a difference of 20 percentage points between Medicare 
claims data for the 1996-97 influenza season and self-reported vaccine use among 
residents aged 265 years. The racial/ethnic distribution was 70% white and 30% all 
other racial/ethnic groups*, compared with distribution in Allegheny County of 85% 
white and 15% other, respectively. Men and women were sampled equally within each 
racial/ethnic category, resulting in an overrepresentation of men relative to the actual 
sex ratio in the county (1.3:1.0, women to men). 

In February 1997, ACHD mailed a letter to the 500 residents describing the survey 
and inviting their participation; 105 (21%) persons declined participation by returning 
the postcard with the letter. Telephone numbers were available for 279 (71%) of the 
remaining 395 potential participants; of these, 244 (87%) completed interviews. The 
overall response rate was 49%. Average age of participants was 71 years (range: 65- 
79 years). Most respondents were non-Hispanic whites (75%); 57% were men. 
Respondents were asked about vaccination status for the 1996-97 influenza season, 
source of influenza vaccination, and if applicable, reason for not being vaccinated. 

Logistic regression analysis, used to assess effects of age, sex, race/ethnicity, and 
geographic location of respondents, indicated that only whites were independently 
associated with vaccination (odds ratio [OR]=1.8; 95% confidence interval [Cl]=1.2- 
2.6). Of the 244 survey participants, 176 (72% [95% Cl=66%-78%]) reported being 
vaccinated during the 1996-97 influenza season. Influenza vaccine use was higher for 
non-Hispanic whites (77% [95% Cl=71%-83%]) than for other racial/ethnic groups 
(57% [95% Cl=44%-69%)]) (chi square=8.5; p<0.001). 


* Blacks were combined with other races in this analysis because their numbers were too small 
for separate analysis. 
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Among the 176 vaccinated participants, the most commonly reported sources of 
vaccination were physicians’ offices (50%), health-care centers (29%), and shopping 
malls or other locations (21%). Persons of other racial/ethnic groups were more likely 
than whites to visit personal physicians (62% [95% Cl=45%-78%] versus 48% [95% 
Cl=40%-56%]; OR=1.8; [95% Cl=0.8-4.1]) and less likely to go to shopping malls and 
other public places for vaccination. 

Among the 68 nonvaccinated participants, the most commonly reported reasons 
for not being vaccinated during the 1996-97 influenza season were “no specific rea- 
son” (35%), illness after vaccination for a previous influenza season (23%), failure of 
physicians to recommend vaccination (15%), lack of previous influenza vaccination 
(15%), lack of transportation (9%), and belief that vaccination would not prevent influ- 
enza (3%). For men, the most frequent response for not being vaccinated was “no 
specific reason” (47% [95% Cl=32%-63%]); for women, the most frequent response 
was not being vaccinated previously (23% [95% Cl=8%-38%]). Other racial/ethnic 
groups reported “doctor did not recommend” as the reason for not being vaccinated 
more often than whites (19% [95% Cl=4%-34%] versus 10% [95% Cl=1%-18%)). 

Weighted age-, racial/ethnic-, and sex-specific estimates of vaccine use from this 
survey were extrapolated to the county population (Table 1). The resulting estimate of 
75% (95% Cl=70%-80%) for residents aged >65 years in Allegheny County reflected 
the racial/ethnic composition of the county and the higher vaccine use among white 
men and women. This estimate was more than double the 36% influenza vaccine use 
estimates for the 1996-97 influenza season from Medicare claims. 

Reported by: B Dixon, MD, F Ruben, MD, J McMahon, MPH, DL Hennon, Div of Infectious 
Diseases, Allegheny County Health Dept, Allegheny County; LL Gibson, MPH, EO Talbott, DrPH, 
RR Rycheck, MD, KE Remsberg, MSPH, LH Kuller, MD, R Engberg, Dept of Epidemiology, 
Graduate School of Public Health, Univ of Pittsburgh, Pittsburgh; JT Rankin, Jr, DVM, State 


Epidemiologist, Pennsylvania Dept of Health. Adult Vaccine-Preventable Diseases Br, Epidemiol- 
ogy and Surveillance Div, National Immunization Program, CDC. 


TABLE 1. Influenza vaccination status of persons aged 65-79 years, by sex, race, and 
age — Allegheny County, Pennsylvania, 1996-97 influenza season 





Race/Sex/ County No. Vaccinated persons 
Age group (yrs) population _ participants No. (%) (95% Cl*) 


White men 
65-70 30,350 39 28 (72) (58%-86%) 
71-79 39,237 63 53 (84) (75%—-93%) 
White women 
65-70 38,291 34 29 (85) (73%-97%) 
71-79 62,615 48 32 (67) (54%-80%) 
Other ment 
65-70 2,567 11 (55) (26%-84%) 
71-79 2,823 26 (54) (35%-73%) 
Other women’ 
65-70 3,207 3 (50) (10%-90%) 
71-79 5,359 (65) (42%-88%) 








Total 184,449 (72) (66%-78%) 
*Confidence interval. 


tBlacks were combined with other races in this analysis because their numbers were too small 
for separate analysis. 
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Editorial Note: The findings in this report suggest a relatively high influenza vaccine 
use (75%) among residents aged 65-79 years in Allegheny County. This estimate was 
substantially higher than 1995 national (58%) and 1997 Pennsylvania (66%) state- 
specific estimates provided by the National Health Interview Survey (NHIS) (CDC, un- 
published data, 1998) and the Behavioral Risk Factor Surveillance System (BRFSS), 
respectively, and more than double Medicare estimates (2,3). 

Possible reasons for the discrepancy between BRFSS, NHIS, and the findings in this 
report include 1) recent increases in coverage between survey years and 2) variability 
in local areas not captured in state or national surveys. The discrepancy between 
the responses of participants and the Medicare reimbursement claims summary may 
be attributed to limitations inherent in the claims summary. Sources of these limita- 
tions may be an insufficient number of claims filed by physicians in Allegheny County 
for influenza vaccinations and an increased enrollment of Medicare beneficiaries in 
managed-care organizations, which do not report vaccination data to the Health Care 
Financing Administration. However, because <21% of residents aged 265 years in 
Allegheny County were members of a managed-care organization in 1996 (4), the low 
vaccination claims probably were not caused by enrollment of Medicare beneficiaries 
in managed-care organizations. 

The racial/ethnic disparity in vaccination levels among residents aged 265 years in 
Allegheny County was consistent with previously reported data (5,6). Reasons cited 
by survey participants for not being vaccinated also were consistent with previous 
reports, which indicated that lack of knowledge, misconceptions about vaccine- 
associated illnesses, and lack of recommendation from physicians are primary rea- 
sons for not being vaccinated against influenza (7,8). 

The findings in this report are subject to at least four limitations. First, the results of 
this survey are based on responses from only 244 older voters in Allegheny County. 
Those who did not participate were more likely than those who participated to be 
white women. Second, the findings are based on self-reports not verified by a review 
of medical records. Third, vaccination status of nonparticipants was unknown. Finally, 
the results may be overestimated because the survey included only households with 
telephones. 

The high proportion of residents reporting physicians as their source of vaccination 
and the 15% of residents reporting lack of physician's recommendation as a reason for 
not being vaccinated underscore the influence of physicians on influenza vaccine use. 
Academic institutions (e.g., schools of medicine and schools of public health) could 
provide physician training through continued medical-education sessions that focus 
on reducing missed opportunities for vaccination and using a patient reminder sys- 
tem. Countywide provider and public educational and promotional campaigns can 
help dispel concerns about influenza vaccination and improve acceptance of the vac- 
cine by older adults. 
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Self-Reported Physical Inactivity 
by Degree of Urbanization — United States, 1996 


Physical inactivity is one of the major underlying causes of premature mortality in 
the United States (7). One of the national health objectives for 2000 is to decrease to 
15% the proportion of persons aged 26 years who are inactive during their leisure time 
(2). However, a large proportion of adults remain physically inactive: 28.7% in 1992 
and 29.4% in 1994 reported no leisure-time physical activity during the preceding 
month (7). To determine whether area of residence impacts physical activity, CDC 


analyzed data from the 1996 Behavioral Risk Factor Surveillance System (BRFSS) to 
estimate physical activity by degree of urbanization and geographic region of respon- 
dents. This report summarizes the results of that analysis, which indicate that the level 
of leisure-time physical activity is related to the degree of urbanization and varies in 
different geographic regions. 

The BRFSS is a random-digit-dialed telephone survey of the noninstitutionalized 
U.S. population aged >18 years. In 1996, data on physical activity were analyzed for 
118,778 respondents in 49 states and the District of Columbia (Alaska was excluded 
for this analysis because rural-urban measures were not available for this state). 
Respondents were asked whether they had participated in exercise, recreation, or 
physical activity other than their regular job duties during the preceding month. Re- 
spondents were classified as physically inactive if they reported no such participation. 

The degree of urbanization of respondents was classified by using the U.S. Depart- 
ment of Agriculture’s (USDA) rural-urban continuum codes, which describe metropoli- 
tan and nonmetropolitan counties by degree of urbanization and nearness to metro- 
politan areas (3). The 10 USDA continuum codes were collapsed into five categories: 
1) central or fringe metropolitan areas with a population of 21 million; 2) metropolitan 
areas with a population of 50,000-999,999; 3) urban areas with a population of 20,000— 
49,999; 4) urban areas with a population of 2500—-19,999; and 5) rural areas with a 
population <2500. Data were weighted and aggregated, and composite estimates 
and standard errors were calculated using SUDAAN (4). Prevalence estimates and 
95% confidence intervals were calculated for demographic groups, geographic region 
of the country (5), and degree of urbanization. 
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The overall prevalence of leisure-time physical inactivity was lowest (27.4%) in 
central metropolitan areas and highest (36.6%) in rural areas (Table 1). Data were 
stratified by age, sex, level of education, and household income and analyzed within 
each stratum across urban-rural categories. Inverse relations between physical inac- 
tivity and degree of urbanization remained consistent in most strata, although the pat- 
tern was weaker in some strata of education, lower income levels, and older age 
groups. The difference in the prevalence of leisure-time physical inactivity in residents 
of metropolitan areas compared with residents of rural areas was greater for men 
(12.0%) than women (6.7%). 

The overall prevalence of physical inactivity was lowest for respondents in the 
West (21.1%)*. In the South, the prevalence of physical inactivity was higher (34.2%) 
and the inverse relation with degree of urbanization was stronger than in the other 
regions. The largest difference in reported physical inactivity between urban and rural 
areas was in the South: the prevalence was 12.3% higher for residents of rural areas 
than for residents of central metropolitan areas. In the West, Northeast, and Midwest, 
the relations were less consistent than in the South. 

Reported by the following BRFSS coordinators: J Cook, MPA, Alabama; B Bender, Arizona; 
J Senner, PhD, Arkansas; B Davis, PhD, California; M Leff, MSPH, Colorado; M Adams, MPH, 
Connecticut; F Breukelman, Delaware; C Mitchell, District of Columbia; D McTague, MS, Florida; 
E Pledger, MPA, Georgia; J Cooper, MA, Hawaii; C Johnson, MPH, Idaho; B Steiner, MS, Illinois; 
N Costello, MPA, Indiana; A Wineski, lowa; M Perry, Kansas; K Asher, Kentucky; R Meriweather, 
MD, Louisiana; D Maines, Maine; A Weinstein, MA, Maryland; D Brooks, MPH, Massachusetts; 
H McGee, MPH, Michigan; N Salem, PhD, Minnesota; D Johnson, Mississippi; T Murayi, PhD, 
Missouri; P Smith, Montana; S Huffman, Nebraska; E DeJan, MPH, Nevada; K Zaso, MPH, New 
Hampshire; G Boeselager, MS, New Jersey; W Honey, MPH, New Mexico; T Melnik, DrPH, New 
York; K Passaro, PhD, North Carolina; J Kaske, MPH, North Dakota; R Indian, MS, Ohio; N Hann, 
MPH, Oklahoma; J Grant-Worley, MS, Oregon; L Mann, Pennsylvania; J Hesser, PhD, Rhode 
Island; Y Gladman, South Carolina; M Gildemaster, South Dakota; D Ridings, Tennessee; K Con- 
don, Texas; R Giles, Utah; R Mcintyre, PhD, Vermont; L Redman, Virginia; K Wynkoop-Simmons, 
PhD, Washington; F King, West Virginia; E Cautley, MS, Wisconsin; M Futa, MA, Wyoming. 
Physical Activity and Health Br, Div of Nutrition and Physical Activity, National Center for 
Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: The national health objective for 2000 of reducing physical inactivity 
has not been reached in any region or in any of the urban or rural settings examined. 
Overall, leisure-time physical inactivity is more prevalent in rural than urban settings; 
in rural areas, more than one third of the population is physically inactive during lei- 
sure time, regardless of age group or sex. When analyzed by geographic region, this 
pattern is most evident in the South. In the other regions, the prevalence of inactivity 
was lower, and urban-rural patterns were less clear. 

In this analysis, residents of rural areas were older, less educated, and poorer than 
those of urban areas. These factors may explain, in part, the difference in prevalence 
of physical inactivity (6,7). However, after adjusting for these sociodemographic 
factors, the relation between physical inactivity and degree of urbanization remained 
significant. 


* Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Penn- 
sylvania, Rhode Island, and Vermont; Midwestz=lllinois, Indiana, lowa, Kansas, Michigan, Min- 
nesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; 
South=Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisi- 
ana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, 
Virginia, and West Virginia; and West=Arizona, California, Colorado, Hawaii, Idaho, Montana, 
Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming. 





“BuywoAnn pue ‘uoBuryseny ‘yeIn ‘u0bai0 * COKE MON ‘EPeAdN ‘eueUOW ‘OYeP| ‘HEMeH ‘OPesOjOD ‘e!usOjeD ‘euoZY=ISe"4 pue : ‘eruiBata ISeAA pue 
‘erusBiA ‘Sexo ‘aessouuel ‘euroses yINoS “eWwoyelyo * euroues YUON ‘iddississiyy ‘puejueyw ‘eueisino7 ‘Ayonjuey ‘e16s0eD ‘epuoly ‘eiquinjos jo 113819 
‘asemejag ‘sesuepy ‘ewege|y=YINOS ‘uISUODSIMA PUe ‘e}OYeG YINOS ‘OIYUO ‘e10HeG YVON ‘eyseuqen ‘uNOsSsiy ‘ejoseuUIW ‘UeBi yo ‘sesuey ‘emo ‘euelpu| 
‘SIOUIIII=ISEMPILY UOWIBA PUR “Pueis] BPOYY ‘e}ueAjASUUaY “JOA MAN ‘AsSIEF MAN ‘B1ySdWweH MeN ‘SHesnydessey ‘QU/eW) ‘INDNVUUOD=JSEAYLION ¢, 

‘jeAuaU! BQUEPIUOD,, 

‘00SZ> UONe|Ndod «. 
'666'6L-00SZ Uuonejndod, 
‘666'6?-000'0Z UONe|ndod, 
‘666'666-000'0S uonejndod, 
‘uOHjW Lz uOoNnejndog, 





(4°88-S've) j (¢°S€-€'ee) ‘ (L°Z€-6°6Z) 5 (862-982) (0°'8z-8'92) yezoy 
(O°LE-'6L) (€°97-Z' LZ) (0°'47-8'6L) (L°6L-Z°9L) ; (y'8L-S'9L) ; 000’0S$= 
(9°9€-€°9Z) (S°'Z€-° LZ) (8°4Z-S'1Z) (0°'9Z-0°EZ) Sez (8°¥Z-0°2Z) ‘ 666'69$-000'SE$ 
(Z'0v-L'Z€) ‘ (9°S€-0'ZE) j (0°9€-8°0€) ' (L°ZE-S°62) 8'0€ (€°ZE-9'62) f 666'vE$-000'0Z$ 
(v° Le-6°LE) ; (p°'9P-0' LP) ‘ (€Le-Z" ve) ‘ (L’be-2°Le) L6e (6'0-8°9€) ‘ 666'6L$-000'0L$ 
(S°€S-6°9€) (p'LS-O'E) ‘ (6'p-6°ZE) ; (L°St-Z°8€) 6'Ly (S've-6°LE) ; 000°0L$> 
ewoouy jenuuy 
(S°O€-L'LZ) ‘ (y°'ZZ-O'8L) ; (S°6L-O' PL) ; (Z:Lt-9'SL) 9°91 (9°ZL-8'SL) : ayenpes6 e6aj0D 
(6°0€-6°2Z) ’ (0°L€-6'92Z) ; (6°LZ-L"€Z) : (9°¥Z-€°2Z) v'€Z (0°SZ-£°22) } JOOYIS jeN1UYIE} BWOS 
(9°Zp-1L 9) ; (€°6€-0°9€) (€'8€-G'ee) ; (9°S€-€°Ee) Sve (Z"vE-8'LE) jooyos y6iq 
(S°S-L PP) (€°vS-Z 6) (8°ZS-6' bP) ; (6°ZS-Z'°8) 80S (v'LS-6°9%) ; jooyss yBipy> 
uopeonpy 
(0°7S-2'8€) : (L°0S-6°Z) ’ (8°9p-€"LE) (8°S?-6'0») a 7 (L’'ve-L'6E) ; Siz 
(6°Ze-L'ZE) , (S*L-6°SE) , (€°0%-S°ZE) y'9€ (¢°9€-9'Z€) Ove (6°€€-0'°0€) o'zE vl-S9 
(€°ve-S°9E) (v'Ze-b'8E) ; (L°LE-L*ZE) Ove (€°€-L'0€) Ooze (L°0€-€°82Z) S'6Z v9-Sp 
(0°8€-Z'°0€) (L’°v€-8°0€) ; (9° LE-9'92) L'6Z (9°£Z-°SzZ) g'92 (2°9Z-1"¥Z) zSz vr-0£ 
(p'vE-L°EZ) ’ (€°47-9'22) (6°9Z-¥ 02) 9'Ez (8°€Z-6'0Z) v2 (S°€Z-8°02Z) Z%z 6Z-8L 
(ssA) dnos6 eby 
(0°6€-v'E€) (0°8E-z°SE) ’ (S'vE-6°0€) Lz (L'ZE-v 08) ZLE (v'0€-2'8Z) S'6Z UBWOM 
(€°0v-6'E£) ; (9°S€-S'Ze) ' (6'LE-2°LZ) 8°6Z (8°L7-8'SZ) 8°97 (L°9Z-Z"°#Z) L'Sz usw 
xeS 
(€°6Z-6'°6L) f (2°8%-8°2Z) (8°SZ7-8'LZ) 8'EZ (62-212) €'€Z (6'€Z-E°1LZ) 9°72 ISOM 
(Z°Le-€°0%) Lev (S'Er-v' Or) zy (L°6E-9 Pe) S'9£ (Z°€€-Z' LE) zze (6°ZE-€°0€) OLE yinos 
(0°SE-1°6Z) o'zE (O°€€-¥'6Z) Zz Le (9°L€-Z°0€) Z've (S'0&- 22) 0°6Z (8°6Z-Z° LZ) S'8Z semMpIW 


(Z°0&-6°SL) a 4 (9°0€-S"¥Z) 9LZ (L°LE-v' eZ) L142 (L°8Z-¥°SZ) 8°92 (2°8Z-9'92) Lz ISEBYUON 
gs U016eu aYydesBoen 





(ID %S6) % (ID %S6) % (ID %S6) % (ID %S6) % (419 %S6) ) Spe We1eYyD 
«sf@iny pueqin sueqin sO .020yWy 


O6EL ‘WIeysAS eoUeTIE/AINS 10}9e4 YSIY [/eAOIABYOg ‘s9}e}1S peu — so1jsiue}De1eY9 d14desBowep 
pue voneziueqin jo eesBep Aq ‘Ayaswe jeajsAyd eu}-esnsiey uy UORedjoQed Ou Bulyiodas synpe jo efe,uedled “| FIGYWL 











a) 
o 
> 

& 
~~ 
c 
ro} 

© 

= 
> 
= 
S 
& 

Ss 

3 

& 
+2) 

= 

a 

3 
t 
8° 
Q 
o 

a 

= 

2 

Va 


Vol. 47 / No. 50 





1100 MMWR December 25, 1998 
Self-Reported Physical Inactivity — Continued 


The findings in this report are subject to at least three limitations. First, all data 
were self-reported, potentially resulting in misclassification of activity status. Second, 
the study did not assess level of physical activity at work, which may be different in 
urban and rural areas. Finally, sample sizes were not equal for all strata and were 
smaller for some racial and age strata in rural areas, which diminished the precision 
of the results. Further analysis of individual and environmental determinants of physi- 
cal activity is needed to determine the reasons for the substantial differences in the 
prevalence of physical inactivity between regions and the urban-rural differences of 
regions. 

Leisure-time physical inactivity is prevalent in all parts of the country, particularly in 
rural areas and in the South. Because physical inactivity accounts for as many as 23% 
of all deaths from the major chronic diseases in the United States (8 ), interventions to 
increase physical activity could help decrease premature mortality. Recognizing 
regional and urban-rural differences is an important first step toward developing and 
tailoring interventions to increase physical activity in specific settings. 
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Notice to Readers 





Conference on Vaccine Research 


The Second Annual Conference on Vaccine Research: Basic Science—Product 
Development-Clinical and Field Studies will be held March 28-30, 1999, in Bethesda, 
Maryland. Cosponsors are CDC, the National Foundation for Infectious Diseases 
(NFID), the National Institute of Allergy and Infectious Diseases, the Center for 
Biologics Evaluation and Research of the Food and Drug Administration, the World 
Health Organization, the Children’s Vaccine Initiative, the International Society 
for Vaccines, and the Albert B. Sabin Vaccine Institute. This conference will feature 


(Continued on page 1107) 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending December 19, 1998, with historical data — United States 
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based on the mean and two standard deviations of these 4-week totals. 


TABLE !. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending December 19, 1998 (50th Week) 





Cum. 1998 |_Cum. 1998 


Anthrax - Plague 
Brucellosis 57 Poliomyelitis, paralytic 
Cholera 12 Psittacosis 
Congenital rubella syndrome 5 Rabies, human 
Cryptosporidiosis* 3,029 Rocky Mountain spotted fever (RMSF) 
Diphtheria 1 Streptococcal disease, invasive Group A 
Encephalitis: California® Streptococcal toxic-shock syndrome* 
eastern equine® Syphilis, congenital‘ 
St. Louis* Tetanus 
western equine* - Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* Yellow fever 
HIV infection, pediatric** 

















=no reported cases 

*Not notifiable in all states. 

t Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID). 

5 u ated monthly from reports to the Division of HIV/AIDS or teem and Epidemiology, National Center for 
HIV, STD, and TB Prevention (NCHSTP), last update November 29, 

1 Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending December 19, 1998, and December 13, 1997 (50th Week) 


Escherichia 
coli O157:H7 Hepatitis 
Chlamydia NETSS' | PHLIS* Gonorrhea C/NA.NB 

Cum. Cur. ’ Cum. Curn. : Cum. Cum. 

Reporting Area 1998 1997 1998 1998 1998 1997 


UNITED STATES j 538,402 451,961 } 322,286 . 4,707 3,338 
NEW ENGLAND , 17,159 17,461 4,867 
Maine 5 1,001 997 . 5 
N.H q 883 780 
Vt. 398 407 
Mass 2 7,907 7,045 
R.I 2,227 1,958 
Conn 4,743 6,274 
MID. ATLANTIC 66,284 55,073 
Upstate N.Y . N N 
N.Y. City 33,207 26,401 
N.J 10,737 9,873 
Pa 5 22,340 18,799 
E.N. CENTRAL 85,531 61,431 
Ohio 24,190 21,540 
4,656 9,035 
26,113 U 
20,785 20,105 
9,787 10,751 
W.N. CENTRAL . 29,747 31,780 
Minn 6,245 6,429 
2,063 4,345 
11,550 11,666 
849 847 
1,486 1,359 
2,685 2,625 
4,509 
S. ATLANTIC , 90,608 
Del 2,461 70 
Md ’ 7,006 7,214 
D.C N N 
13,090 11,272 
2,439 2,787 
21,213 16,762 
16,770 11,984 
22,201 15,234 
24,259 25,285 


37,268 33,915 

6,083 6,042 

13,143 12,115 

10,009 8,282 

8,033 7,476 

W.S. CENTRAL ‘ , 75,671 65,319 
Ark 3,665 2,562 
La 7 ; 14,689 9,738 
Okla 8,749 7,114 
Tex ’ 48,568 45,905 


MOUNTAIN q 31,446 29,005 
Mont 40 1,205 1,131 
idaho 1,944 1,592 
Wyo 626 605 
Colo. 8,533 7,228 
N. Mex 3,959 3,723 
Ariz 10,243 10,345 
Utah 2,050 1,668 
Nev 2,886 2,713 


PACIFIC . , 85,857 67,369 . 15,757 
Wash 10,559 8,965 ; 1,840 
Oreg 5,762 4,827 707 
Calif . . 65,469 50,336 4 , 12,360 
Alaska 1,815 1,513 - 366 
Hawaii 2,252 1,728 N 484 
201 193 - 27 

U U 524 

. N N U 
Amer. Samoa - - U U U 
C.N.M.1. - N N 23 


N: Not notifiable U: Unavailable -: NO reported cases C.N.M.1.: Commonwealth of Northem Mariana Islands 
*Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, 
and TB Prevention, last update November 29, 1998. 
National Electronic Telecommunications System for Surveillance. 
Public Health Laboratory information System. 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 19, 1998, and December 13, 1997 (50th Week) 


Lyme Syphilis Rabies, 
Legioneliosis Disease Malaria (Primary & S dary) Animal 
Cum. Cur. Cum. Cum. Cum. Cum. Cum. Cum. b Cum. 
Reporting Area 1998 1997 1998 1997 1998 1997 1998 1997 1998 
































UNITED STATES 1,249 1,031 12,471 11,664 1,314 1,783 6,806 8,056 / 6,921 
NEW ENGLAND 83 81 2,928 59 131 
Maine 1 8 5 2 
37 5 
1 
288 16 66 
14 2 
18 61 
MID. ATLANTIC 382 
Upstate N.Y. J 90 41 
83 
150 


E.N. CENTRAL d 

Ohio 211 
ind 
i" 
Mict 
Wis. 


W.N. CENTRAL 
Minn 


U 


Kans. 
S. ATLANTIC 


E.S. CENTRAL 
Ky. 

Tenn. 

Ala 

Miss. 


W.S. CENTRAL 


MOUNTAIN 
Mont. 


PACIFIC 
Wash. 
Oreg. 
Calif 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.1. 





N: Not notifiable U: Unavailable -: NO reported cases 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 


United States, weeks ending December 19, 1998, 
and December 13, 1997 (50th Week) 





Reporting Area 


H. influenzae, 
invasive 


Hepatitis (Viral), by type 


Measies (Rubeola) 





a 8 


Indigenous 


imported’ 


Total 








Cum. Cum. 
1998° 1997 


Cum. Cum. Cum. 
1998 1997 1998 








Cum. 
1997 





Cum. 


1998] 1998 





Cum 


1998; 1998 








Cum. 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt. 

Mass 

Ru 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

ind 

Wl 

Mich 

Wis. 


W.N. CENTRAL 
Minn. 


W.S. CENTRAL 
Ark. 


La 
Okla 
Tex. 


MOUNTAIN 
Mont. 
Idaho 

Wyo. 

Colo. 

N. Mex. 
Ariz 

Utah 

Nev. 


PACIFIC 
Wash 


Oreg. 

Calif 

Alaska 
Hawaii 

Guam 

PR 

VAL 

Amer. Samoa 
C.N.M.1. 


982 1,038 
66 


U 
6 


21,068 27,137 8,283 


623 179 
59 5 


15 


314 
173 
66 
78 


615 
116 
124 

355 

12 

145 8 


2 
335 
U 
U U 
1 53 


623 
32 
6,105 
34 


265 
U 


9,095 


66 
1 


ecccc c.c. 


92 
3 


~ 


— 
‘+ Oon-8eu &@. Nes 


~ 





N: Not notifiable 


U: Unavailable 


~ No reported cases 


*Of 224 cases among children aged <5 years, serotype was reported for 125 and of those, 48 were type b. 
"For imported measies, cases include only those resulting from importation from other countries. 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending December 19, 1998, 
and December 13, 1997 (50th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 1998 1997 1998 1998 1997 1998 1998 1997 1998 1998 1997 


UNITED STATES 2,538 3,018 6 589 622 73 5,829 5,573 1 335 159 
NEW ENGLAND 1 7 12 1 911 1,003 - 38 1 
Maine 7 18 - . : 5 22 . ‘ . 


1 121 131 
75 253 
651 551 
13 17 
46 29 
585 
313 
39 




















MID. ATLANTIC 
Upstate N.Y. 


E.N. CENTRAL 
Ohio 

Ind 

it 

Mich 

Wis 


W.N. CENTRAL 
Minn 


Cw, 


7 
5 
2 
U 
U 
U 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark. 


MOUNTAIN 
Mont. 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev. 
PACIFIC 
Wash 
Oreg. 
Calif. 
Alaska 
Hawaii 


~ - 
N — ~ w 
Can Sn» B2=8 auaZoao~, 8B, 
- 
Ld w OF -~N—-— 


Amer. Samoa U 
C.N.M.I. - - 2 


eccccc.c.,. 





N: Not notifiable U: Unavailable -: NO reported cases 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
December 19, 1998 (50th Week) 


December 25, 1998 





All Causes, By Age (Years) 





Reporting Area 





All 
Ages 





All Causes, By Age (Years) 





Reporting Area 











NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass. 
New Haven, Conn 
Providence, R.! 
Somerville, Mass. 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa 
Buffalo, N.Y. 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, N.Y. 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa.§ 
Reading, Pa 
Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa 
Syracuse, N.Y. 
Trenton, N.J 
Utica, N.Y. 
Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, ind 
Fort Wayne, ind 
Gary, Ind 

Grand Rapids, Mich 
Indianapolis, ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, Ill 
Rockford, Ill 
South Bend, Ind 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans. 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr. 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


403 
U 


2,222 
63 


1 


ECocne 


1 10 10 
U U 
2 1 


cd 


1 1 


OW = COMenwrine 
Cr 


be 
Ww 
i 


aCcanv-~ 
.@& 
CCeONGCne@: Ws BNN— 


2 


1 
3 
2 
4 
1 
3 
3 
oT 


Bec 
S$. 


©, @vaen@e--—-O 
o 


i 


@Bnrwwen, 


> 


oe 
Cumewe-Cwan:. 


CCS CBwemaeCnG~w 
~ 
Cwe, Crean, 
a 


-™ 
1 en a@-OCnCn 
- 


Nn nN 

ous 
»eneonC, Cm 
nN 


_ 
a) es 


.8ss 


nN 


Cas--n-8a—-—-Cea 


wn @ wo, 


~Cwe, 


CwHmmen, owwuccés&., 


WwW 


Ww 


~ 
CummwsCmaey, @$0OOGD-ABF—N 


iw 
~~ 


»nobwocec 





S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla. 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky. 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, Idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo. 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 

Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif. 
Pasadena, Calif 
Portland, ag 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 18 


TOTAL 10,020' 7,026 1,854 
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U: Unavailable 


-- NO reported cases 


*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 or 


more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included 


'Pneumonia and influenza 

SBecause of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 

‘Total includes unknown ages. 
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Notices to Readers — Continued 


scientific data from the diverse disciplines involved in the research and development 
of vaccines and associated technologies for disease control through vaccination. 

Additional information about program announcements, registration, and abstract 
submission is available from NFID, Attention: Mr. Kip Kantelo, Suite 750, 4733 Be- 
thesda Ave., Bethesda, MD 20814-5228; telephone: (301) 656-0003; fax: (301) 907-0878; 
e-mail: kkantelo@aol.com; and from the World-Wide Web site, http:/Awww.nfid.org/ 
conferences/. 


Notice to Readers 





Combined Issues of MMWR 


A January 1, 1999, issue of MMWR will not be published. The next issue will be 
Volume 47, Numbers 51 and 52, dated January 8, 1999. It will include the figures and 


tables of notifiable diseases and deaths for the weeks ending December 26, 1998, and 
January 2, 1999. 


Erratum: Vol. 47, No. 45 


In the report, “Risks for HIV Infection Among Persons Residing in Rural Areas and 
Small Cities—Selected Sites, Southern United States, 1995-1996,” the first sentence 
(page 974) gave an incorrect proportion for cases among persons residing in rural 
areas. The sentence should read: The southern region of the United States* accounts 
for the largest proportion (35%) of the 641,086 acquired immunodeficiency syndrome 
(AIDS) cases reported through 1997 and for 54% of 36,436 AIDS cases among persons 
residing in rural areas and 51% of 22,253 AIDS cases among persons residing in small 
cities (CDC, unpublished data, 1998). 


Erratum: Vol. 47, No. 44 


In the Notice to Readers, “Epidemiology in Action: Intermediate Methods Course,” 
on page 960, the room number in the second paragraph was incorrect. The correct 
location is room 746. 





Contributors to the Production of the MMWR (Weekly) 
Weekly Notifiable Disease Morbidity Data and 122 Cities Mortality Data 
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